Abstract: Seborrheic keratosis is a common skin lesion which may coincidentally be associated melanocytic nevi. The authors describe a case of dysplastic nevus associated with seborrheic keratosis and discuss the clinical, dermoscopic, and histological findings of this association. They also discuss the association between seborrheic keratosis and other benign and malignant tumours.
INTRODUCTION
Seborrheic keratoses are benign cutaneous non melanocytic tumours with specific clinical characteristics, which when present allow their diagnosis in the majority of cases. Many dermatologists therefore treat them without histological confirmation. However, some reviews have shown that errors can occur in clinical diagnosis or other associated lesions may be present.
1
Atypical nevus is a risk marker for melanoma development; however, there is controversy about atypical nevus having a high transformation rate to melanoma.
2
Seborrheic keratosis is a common skin lesion; therefore some authors believe that melanocytic lesions could possibly be associated with this lesion.
3

CASE REPORT
A 38-year-old woman presented a dark coloured papule at physical examination measuring 9 mm on the upper right back (Figure 1 ). Dermoscopy revealed asymmetrical shape, comedo-like openings, milia-like cysts, bluish veil, and granulation ( Figure 2 ). Date of lesion appearance was not known. The following 160 hypotheses were formulated: Seborrheic keratosis, lichen planus-like keratosis, melanoma, and atypical nevus. Exeresis with a 2mm margin was indicated and histological study revealed hyperkeratosis, horny IMAGING IN DERMATOLOGY FIGURE 1: Dark coloured papule measuring 9 mm on upper right back pseudocysts, basaloid cells, presence of fusion of nests along the sides of rete ridges, concentric fibroplasia, atypical melanocytes, melanophages and discrete perivascular lymphocytic infiltrate. From this description the conclusion was seborrheic keratosis associated with dysplastic nevus (Figures 3 e 4) .
DISCUSSION
The lesion in the above case presents comedolike opening and milia-like cysts. These structures are respectively described in 71% and 66% of seborrheic keratosis, and are rarely seen in lesions where melanoma is suspected. 4 Although the lesion did not present criteria determining it as melanocytic, the remaining lesion characteristics, such as bluish veil and granulation justified excisional biopsy. In the histological study, comedo-like opening corresponded to invagination of the epidermis filled by keratin and milia-like cysts to small intra-epidermal cyst filled with keratin. 4 The nests of nevus cells did not present correlation with the dermoscopy image, granulation in the lesion corresponded to melanophages in the dermis, and bluish veil corresponded to melanophages in the dermis associated to the area of hyperkeratosis.
An association between seborrheic keratosis and atypical nevus was found in two cases in a survey of 85 seborrheic keratosis lesions associated to premalignant and malignant lesions. Basal cell carcinoma was associated to 31.8% of cases, followed by squamous cell carcinoma (8.2%) and melanoma (8.2%). 5 Cascajo et al. found 54 seborrheic keratoses associated to malignant lesions, of these 43 were basal cell carcinoma, six Bowen's disease, three keratoacanthomas, and two melanomas.
6 Y Vun et al. analysed 823 seborrheic keratosis cases and found an association to malignancy in 43 lesions, however most cases were associated with in situ squamous cell carcinoma, and there were no seborrheic keratosis cases associated to melanoma or dysplastic nevus.
7 With regard to the dermoscopic description of seborrheic keratosis associated to dysplastic nevus or melanoma, we found no articles in the English language describing this association. However, melanoma mimicking seborrheic keratosis at dermoscopic examination has been described. 8 Lesions diagnosed as seborrheic keratosis should be sent for histological study. A study of 9204 lesions with clinical diagnosis of seborrheic keratosis, among the differentials diagnosis informed by the doctor, showed that 61 cases (0.66%) were melanomas mimicking seborrheic keratosis.
9
The approach for lesions exhibiting milia-like cysts and comedo-like openings must be cautious if dermoscopy also reveals suspicious structures. The dermoscope is an important instrument in managing pigmented lesions, but all the structures in a lesion should be analysed together to avoid mistakes in diagnosis.
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